Background: Little is known about post-traumatic stress (PTSD) prevalence rates in community samples. This is especially true for the African continent where child-soldiers, HIV/AIDS affected and orphans have been the target for PTSD prevalence studies. Objectives: The aim of this study is to investigate the indirect and direct exposure to 20 potentially traumatic events and its relation with PTSD in a Ugandan sample of senior 3 rd year students and to perform cross-cultural comparisons with previous studies examining this age group. Socio-economic status, coping styles, negative affect, and somatization are further examined. Method: A convenience sample of 408 senior secondary school students, from eight schools, across three major towns, Kampala, Mbarara, and Jinja, were selected. The Harvard Trauma Questionnaire (HTQ) was used to establish PTSD prevalence rates, The Coping Style Questionnaire (CSQ) was used to assess coping styles, and the Trauma Symptom Checklist (TSC) were used to measure negative affect and somatization. Results: The subjects had been exposed to a mean of 6.6 direct events and a mean of 7.2 indirect events. The estimated prevalence rate of PTSD was 37.7% and a further 28.2% reached a subclinical level, missing one symptom to have the full diagnosis. Variables related to a PTSD diagnosis were female gender, number of directly experienced events, emotional coping, negative affect, and somatization. Conclusions: Ugandan youth have been exposed to significantly more potentially traumatic events and negative life events than European youth, and subsequently PTSD prevalence rates are higher. In addition, fewer gender differences are found in the Ugandan sample compared to the European samples.
Victimization and PTSD in Ugandan Youth
Despite the growing evidence that not only exposure to severe trauma (such as rape, violence, sexual abuse, and war) but also more common negative life events (such as bullying) are associated with PTSD, studies that examine a wide range of traumas and negative life events are rare. The DSM IV criteria of PTSD have hence been argued to be insufficient as also non-life threatening events or a series of "microtraumas" may precipitate PTSD [1] . Similarly, most studies on PTSD have been carried out in adult populations, despite the fact that also young children and adolescents suffer from trauma, and develop symptoms of PTSD as well as childhood trauma having lasting effects on both mental and physical health into adulthood [2] .
Rather few studies have examined the prevalence of PTSD in African adolescents with the exception of studies examining the prevalence of PTSD in former child soldiers, HIV victims and orphans.
Seedat, et al. [3] examined the exposure to potentially traumatic events and PTSD in a sample of 2041 boys and girls from Grade 10 with a mean age of 15.8 in Cape Town and Nairobi. They found that 80% had been directly or indirectly exposed to severe trauma. The prevalence rate of PTSD using the Child PTSD Checklist was 22.5% in the South African sample and 5% in the Kenyan sample while the partial-symptom PTSD was 12% and 8% respectively. Partial-symptom PTSD was defined by the authors as having at least one symptom in each DSM-IV symptom criterion category (reexperiencing, avoidance, hyperarousal). In contradiction to the aforementioned studies, Seedat et al. [3] did not find that females were at higher risk for a PTSD diagnosis. This held true for both PTSD and partial-symptom PTSD. Mels et al. [4] also examined exposure to potentially traumatic events and PTSD prevalence rates in a sample of secondary school students in the Democratic Republic of Congo. In their study, 95% had been exposed to at least one potentially traumatic event and 52.2% met symptom criteria for PTSD. Cumulative trauma exposure was in this study strongly associated with PTSD.
Karsberg & Elklit [5] conducted a study in rural Kenya among 477 secondary school students with a mean age of 16.4 years. A total of 34.5% met diagnostic criteria for PTSD, with 30.5% of boys and 42.3% of girls meeting PTSD criteria. Another study, also from Kenya, examined PTSD prevalence rates among impoverished youth and found that 18% met criteria for PTSD after screening. However, after conducting clinical diagnostic interviews only 12% reached diagnostic criteria [6] . It hence appears that the overall exposure to potentially traumatic events and subsequent PTSD are significantly higher in the studied populations of African adolescents compared to European adolescents [7] - [10] . However, the substantial variations in prevalence rates within countries warrant for caution in making generalizations.
In Uganda, most studies on prevalence rates of PTSD have focused exclusively on former child soldiers and internally displaced people. One study of 169 former Ugandan and Congolese child soldiers with a mean age of 15.2 years found the prevalence rate of PTSD to be 34.9% as measured by the Child Post Traumatic Stress Disorder Reaction Index (CPTSD-RI; [11] ). In one comparative study of abducted and non-abducted adolescents living in Gulu district, prevalence rates of PTSD were 26.8% for abductees and 12.6% for non-abducted adolescents [12] .
The current study was designed to provide epidemiological information about exposure to traumatic events and negative life events (e.g. parental divorce or being bullied), and the prevalence of PTSD among Ugandan senior 3 rd year students. The study replicates previous European studies of the same age groups [7] - [10] , one Indian study [13] , and one Kenyan Study [5] .
There is an ongoing debate whether the PTSD diagnosis transcends cultures, but a growing number of research studies support the application of the DSM-IV criteria for PTSD to go beyond culture [14] [15] . Uganda is an East African country with borders to Kenya, Tanzania, Rwanda, Democratic Republic of Congo and Sudan. Most of the country has experienced a relative long period of stability after National Resistance Movement (NRM) took over power in 1986. Some areas of Uganda, have, however had armed conflicts since. The total population of Uganda is 34.1 million of which 56.1% are eighteen and below. The average life expectancy is 54 years. One quarter of the Ugandans are considered poor [16] . To our knowledge the current study is the only one examining the prevalence rate of PTSD in young Ugandans who have not been directly involved in armed conflict or lives in areas affected by armed conflict.
Lazarus and Folkman [17] describe coping as a product of the interaction between situation-specific characteristics and personal resources. Identifying correlates of coping in adolescence may be especially important because adolescents are confronted with many new life stressors for which they have not yet developed a repertoire of coping responses to draw from [18] . Associations between personality and coping appear to be stronger for younger samples [19] , suggesting that personality may be particularly important in predicting coping in adolescents. Research into coping styles has mostly focused on problem-focused and emotion-focused coping [17] . Problem-focused coping aimed at changing the stressor is generally considered adaptive. In contrast, emotion-focused coping aimed at changing one's own emotional responses to the stressor is viewed as maladaptive and has been linked to poor psychological health in adolescents [20] . Furthermore, problem-focused coping has been found to be either not associated with posttraumatic symptomatology or to serve as a protective factor following different types of traumatic exposure, whereas emotion-focused coping has been found to correlate with increased posttraumatic symptomatology [21] .
Negative affectivity refers to a mood dimension and reflects a general tendency to react to and have a negative perspective on the surrounding world and oneself [22] . Negative affectivity can either be seen as a state or as a personality factor similar to neuroticism. Significant associations between PTSD and negative affectivity are found in relation to trauma exposed adolescents [23] . Somatization refers to the development of somatic symptoms for which no organic cause is found [24] [25] . The low prevalence of somatization in study samples has led researchers to use the less restrictive concept of somatization. Somatization is often considered to represent a continuum with few symptoms at one end and multiple symptoms relating to various body sites at the other [26] . Somatoform symptoms have consistently been linked to traumatic exposure. Trauma victims tend to score higher on self-reports of somatic complaints compared to controls [23] .
It is expected that the Ugandan adolescents have experienced more potentially traumatic events and negative life events than what has been found in adolescent samples in European countries. Hence a higher prevalence rate of PTSD is expected among young Ugandans. It is expected that female gender, family poverty, low parental education level, and high degree of exposure to potential trauma and negative life events, will be associated with higher degree of PTSD severity. We also expect emotional coping, negative affectivity, and somatization to be positively associated with PTSD symptoms.
Method

Procedures
Before conducting the study, an application explaining the aim of the study, the procedures, the confidentiality principles, alongside with the questionnaire was sent to the Ugandan National Council for Science and Technology who approved the study. After the approval, a meeting with the headmasters of the selected schools was held where the aim of the study and the confidentiality principles was explained. Before commencing on the study, a pilot study was conducted were the students were given the questionnaires in the classroom and asked to independently fill it out. All the questionnaires were in English which is the official language of the country and the school system in Uganda. At this school level (senior three) we expected very few students asked for help to have a word explained. However, it quickly became apparent that the students had some language difficulties and because of these difficulties had questions to an extent that did not make it possible to answer each student individually. As a consequence the procedure in the study was changed, so that the whole class answered all questions simultaneously. This made it possible to answer questions without exceeding a reasonable time frame. Before handing out the questionnaires to the students, a short introduction was given, explaining the purpose of the study, the option of not participating, the confidentiality principles and the procedure of collecting the questionnaire in one envelope and sealing it in front of the students. It took approximately 1.5 hours for the students to fill in the questionnaires.
Measures
The first part of the questionnaire concerned age, gender, tribe, living arrangements (living with one or both parents or others such as an aunt or in an institution etc.) and socioeconomic status. As studies have shown that adolescents knowledge of their parents income and occupational status is not very reliable [27] , the parents level of education, number of assets in the household (bicycle, running water, electricity, car, and TV), the number of people sleeping in the same room in the household, and the number of full meals per day was used as a crude measure of socioeconomic status.
The second part of the questionnaire contained a list of 20 potentially traumatizing events and negative life events. The students were asked to indicate whether they had had no exposure, direct exposure, or indirect ex-posure (witnessing the event or having someone very close to them experience the event) to each of the listed events. The 20 potentially traumatic events were selected from scientific literature and clinical experience. The list covered possible life-threatening experiences and distressing family conditions including pregnancy/abortion, parents' divorce, severe childhood neglect and absence of a parent, as well as other negative events.
The Coping Style Questionnaire (CSQ) [28] [29] which consists of 37 questions was used to measure coping styles. The 37 items were scored on a 4 point Likert scale where the students were asked to indicate to what extent they reacted to stress in the described manner (1 = never, 2 = sometimes, 3 = often, 4 = always). The internal consistency of the scale was questionable with a Cronbach's alpha of 0.59 for rational coping and 0.61 for emotional coping.
The Harvard Trauma Questionnaire-Part IV (HTQ) was used to estimate the occurrence of PTSD in the time following the most distressing event as chosen by the student [30] . The HTQ consist of 31 items where 17 are directly associated with the diagnostic criteria of PTSD and measure the intensity of the three core symptoms of the PTSD diagnosis, re-experiencing, avoidance, and arousal (DSM IV-TR; [31] ). The 31 items were scored on a 4 point Likert scale where the students were asked to indicate to which extend the symptoms had bothered them in the past (1 = not at all, 2 = a little, 3 = quite a bit, 4 = extremely). The internal consistency of the scale was good with Cronbach's alpha at 0.86 for the total scale HTQ.
The Trauma Symptom Checklist (TSC; [32] ) were used to measure degrees of negative affect and somatization [33] . It consist of 32 questions and is measured on a 4 point Likert scale were the students was asked to indicate how often during the last month they had experienced the symptoms (1 = not at all, 2 = sometimes, 3 = often, 4 = always). The scale showed good internal consistency with a Cronbach's Alpha of 0.80 for the total scale and 0.72 for negative affect and 0.62 for somatization.
Participants
The data was collected among 408 senior three students aged 13 -24 years (M = 15.95; SD = 1.377) in eight schools across three major towns, Kampala (the capital, located in central Uganda), Mbarara (Western Uganda) and Jinja (Eastern Uganda). The gender distribution was 49.8% males and 50.2% females.
Results
Socioeconomic Status
Of the total sample, 42.2% lived with both parents, 35.3% lived with a single parent, and 22.3% had other arrangements, and 0.2% did not state living arrangements. Of the total sample, 95.8% stated their father's education and 89.7% stated their mother's education. The fathers' versus the mother' educational level was respectively: no formal education 13.5% versus 14.7%, Primary school (7 years) 15.7 % versus 20.6%, Secondary school (13 years) 27.5% versus 29.4%, Diploma (2 years after finishing secondary) 16.7% versus 13.7%, Bachelor's degree (3 years after finishing secondary) 10.5% versus 6.1 %, Master's degree 12% versus 5.1%. With regards to how many people shared the same bedroom 6.1% had their own bedroom, 24.8% shared their bedroom with one person, 17.4% shared their bedroom with two other people, 16.4% shared their bedroom with three other people, 14% shared their bedroom with four other people, 11.5% shared their bedroom with 5 other people, 8.8% shared their room with 6 or more other people. One percent did not state with how many they shared their bedroom with.
Of the subjects, 14% reported living of one meal a day, 46.3% lived of two meals a day and 38.2% lived of three meals a day. One and a half percent did not state how many meals they had a day. With regards to assets 4.4% had no assets from the list, 14.5% had one asset, 15.2% had two assets, 29.9% had three assets, 19.6% had four assets and 16.4% had all five assets from the list.
Exposure to Potentially Traumatic Events and PTSD
Of the total sample of 408 senior three students, 97.8% reported having experienced at least one potentially traumatic event. The average number of directly experienced and indirectly experienced events per student was 6.6 and 7.2 respectively. No significant gender differences were found in respect to average number of events experienced. Of the total sample 61.3% of the students had experienced at least one potentially traumatic event within the last year.
The most commonly reported events were death of someone close (75.5%), serious illness (65.9%), bullying (52.9%), physical abuse (51%), and physical assault (48%). The least reported events were severe childhood neglect (25.7%), suicide attempt (17.6%), sexual abuse (15%), rape (6.9%), and pregnancy/abortion (6.4%). Table 1 shows the gender differences between direct and indirect exposure to the 20 potentially traumatic events. More females than males had been raped (X²(1,407) = 12.44; p < 0.0005), suffered childhood neglect (X²(1,407) = 7.27; p < 0.005) and had experienced absence of a parent more frequent than males (X²(1,407) = 7.27; p < 0.005). There were no gender differences with regard to indirect exposure.
On the scale measures, there were very few missing values (0.2% to 4%); due to the large sample size no compensation for missing values was performed. Of the total sample 37.7% fulfilled the criteria for a PTSD diagnosis. The gender distribution was 44.4% of the females and 31% of the males that met the diagnostic criteria for PTSD. A further 28.2% of the total sample constituted a subclinical group. Of the children who lived with both parents, 31.4 percent met diagnostic criteria for PTSD, of the children living with one parent 37.5% met diagnostic criteria for PTSD, and finally the children who had other living arrangements almost half (49.5%) met diagnostic criteria for PTSD. 
Correlations between SES Measures and Measures of PTSD
The relationship between the measures for socioeconomic status was evaluated using the Pearson correlation coefficient ( Table 2 ). There were significant correlations between most of the SES measures. Parental education was associated with fewer sleeping in the same bedroom, more daily meals, and more assets. With regards to coping styles, no significant correlations between SES measures and rational coping were found. Emotional coping on the other hand was negatively correlated with number of meals, number of assets, parental educational level, and positively correlated with number of persons sharing the same bedroom. None of the SES measures correlated with number of indirect events experienced but the exposure to direct events correlated negatively with number of meals, and number of assets. With regard to total TSC score and the subscales (somatization and negative affect), no correlations with SES measures was found. Total HTQ was related to one SES measure, the number of persons sharing the same room.
Correlations between Exposure, Coping Styles, Negative Affect, Somatization, and PTSD Scores
The relationship between the measures for exposure, coping styles, negative affect, somatization and PTSD was evaluated using the Pearson correlation coefficient ( Table 2) . Positive correlations were found between indirect and direct exposure. The number of direct events experienced was correlated with emotional coping, TSC total, negative affect, somatization, and total HTQ score. The number of indirect events experienced was positively correlated with emotional coping, total TSC, negative affect, somatization, and total HTQ. Table 2 . Correlations between SES, coping styles, exposure, negative affect, somatization and PTSD. With regards to coping styles it was found that rational coping correlated positively with total TSC scores and negative affect. Emotional coping correlated positively with total TSC score, negative affect, somatization and total HTQ. The TSC scores all correlated positively with total HTQ score TSC total, negative affect, and somatization.
Gender Differences and Differences in Living Arrangements in Regards to TSC and HTQ Scores
To reduce the probability of making type 1 errors among the hypotheses, a Holm-Bonferroni correction of (0.05/3 = 0.0167) was made. Students who lived with none of their parents had experienced significantly more negative life events than children living with one or both parents (F(2,404) = 14.2; p < 0.0005). Similarly a significantly higher total HTQ score was found among students who did not live with either parent compared to students who live with one or both parents (F(2,404) = 4.95; p < 0.008). With regard to negative affect students who did not live with either parent experienced more negative affect compared to students who only lived with one or both parents (F(2,403) = 3.79; p < 0.05). Females had a significantly higher total HTQ and TSC score compared to males (F(1,406) 
Regression Analysis
Regression analysis was carried out to see which specific traumatic events were significantly related to PTSD symptomatology. Five direct events were significantly related to PTSD symptomatology ( Table 3) ; traffic accident, threats of violence, sexual abuse, severe childhood neglect, and bullying. Traffic accidents have a negative relationship to PTSD severity, in contrast to the others which had a positive relationship to PTSD severity. Six indirect traumatic events was also related to PTSD symptomatology ( Table 4) ; serious accident, near drowning, and physical abuse had a negative association, while rape, witnessing people injured or killed, severe childhood neglect, and bullying had a positive relationship to PTSD severity. 
Hierarchal Regression Analysis
In order to examine the effects of age, gender, SES measures, experienced events, coping styles and somatization and negative affect on PTSD symptomatology, a hierarchal regression analysis was carried out. Age, gender, and SES measures (parents educational level, living arrangements, number of meals, number of assets and number of people sharing bedroom) were entered at Step 1, explaining 7% of the variance in PTSD symptomatology.
Step 2 included indirect and direct exposure to potentially traumatic events. After Step 2, 16.5% of the variance in PTSD symptomatology could be explained. After the entry of rational coping and emotional coping in Step 3, 23% of the variance in PTSD symptomatology could be explained. Last step included somatization and negative affect at which 34% of the variance in PTSD symptomatology could be explained.In the final model (Table 5) , only gender, direct exposure, emotional coping, negative affect, and somatization were statistically significant.
Discussion
Gender Differences
There were relatively few gender differences with regards to type of exposure to potentially traumatic events, compared to Western studies where males more often than females are exposed to violent traumas [34] - [36] . This was not the case for Uganda with males and females experiencing violent trauma to the same extent. Not surprisingly, and in line with an array of research [34] more girls than boys had been raped. Interestingly, in the current study, girls more often than boys experienced severe childhood neglect and the absence of a parent. One of the explanations for this could be the value that culturally is being put on having boys. It could be speculated that the father would be more likely to leave the family if a boy was not born. An explanation for the few gender differences with regards to exposure might be accounted for by the level of exposure being so high that the risk behavior of males that normally accounts for the difference of exposure is not applicable in low income countries with high incident rates of violence. This would also explain why there was no gender differences found in indirect exposure. O'Donnell, et al. [37] examined the gender differences to exposure and PTSD in a Gambian senior school population (mean age of 17.8) and similarly found no gender differences with regards to level of exposure to traumatic events.
In line with previous findings it was found that females are at greater risk for developing a PTSD diagnosis than males: 44.4% females vs. 31% males. Likewise, females more often than males experienced negative affect and somatization. Interestingly and not in accordance with previous studies where women used more emotional and men more rational coping styles [38] - [40] , there were no gender differences in regards to coping styles with males and females using emotional and rational coping styles equally.
Living Conditions, Exposure and Support
The adolescents in the current study, who was not living with either parent, had experienced significantly more potentially traumatic events than adolescents who lived with one or both parents, and subsequently, suffered from PTSD more often (49.5% vs. 37.5% vs. 31.4%) respectively. It is further well-documented that social support after a traumatic experience is crucial to whether or not PTSD is subsequently developed [41] - [43] . It is hence proposed that children living without either parent are at double risk in that it is expected that they will live in more deprived settings and engage more easily in behaviors leading to more exposure and it is expected that the social support after exposure will be less.
Similarly, children who lived with neither parent experienced more negative affect than children living with one or both parents. The correlations between negative affect and absence of a parent could be mediated by the lack of or low perceived social support which research shows is a risk factor. Siedlecki, et al. [44] examined the role of perceived support and found that lack hereof correlated positively with negative affect. Similarly in a cross cultural study [45] , it was found that in USA, Jordan, and Iran low perceived social support from family correlated with negative affect across all cultures. It was only in the US that there were correlations between low perceived social support from friends and negative affect, highlighting the importance of the family in more collectivistic cultures such as that of Uganda. Other studies have similarly established a connection between low social support and negative affect [46] .
No differences were found with regards to coping styles and somatization in relation to living conditions. The current study is hence in line with previous studies emphasizing the importance of social support after a traumatic event as well as social support as a buffer against engaging in high risk behaviors.
Cross Cultural Comparison of Direct Exposure to Potentially Traumatic Events and Development of PTSD
The present study showed that 97.8% of the students in the Ugandan sample had been directly exposed to at least one potentially traumatic event. The students had experienced a mean of 6.6 potentially traumatic events compared to a mean of 1.9 -3.1 potentially traumatic events in the similar European studies [7] - [10] . Thus, as expected, the percentage of senior 3 rd year students' exposure to potentially traumatic events was more than twice as high in the Ugandan sample. In line with the significant higher exposure to traumatic events, in the Ugandan sample, a 2 -3 times higher rate of PTSD was found compared to the European studies, where between 6% and 20% in the same age group meet criteria for PTSD whereas the number was 37.7% in the Ugandan sample. As in the European samples female gender, living with one or no parent and number of direct events were related to PTSD symptomatology.
Four trauma types were endorsed in high numbers: childhood neglect (25.7%), sexual abuse (15%), death of someone close (75.5%), and physical abuse (51%). The latter was among the least frequently reported events in the European samples but was among the highest reported in Uganda. In Uganda, physical abuse was not associated with higher risk of meeting criteria for PTSD when other trauma and negative life events were controlled for, in contrast to threats of violence.
Corporal punishment in Ugandan schools was banned by a government circular in 2006. However, it is still widely practiced. Previous studies conducted in Uganda, specifically focusing on different types of physical abuse within the school setting, found much higher frequency rates. The latest ANPPCAN report [47] finds that 81% of children have been beaten at their school. Similarly, a Save the Children report [48] found that 98.3 percent reported having experienced physical violence, such as caning, slapping, pinching, locking up, or burning. The report further reveals that parents and teachers are reluctant to use the terms violence or abuse, when it comes to corporal punishment of children, rather it is perceived as a natural child-rearing practice. Also, domestic violence is highly prevalent with nearly 60% of women having experienced physical abuse and in 87% of those cases it is a husband or partner that was the perpetrator [49] . Indeed, the Western conceptualization of what constitutes physical abuse may not be applicable in many other parts of the world. For instance, in the 2006 mental health survey Uganda [50] 70.2% of women was of the opinion that it can be justified that a husband uses violence against his wife in at least one of five presented instances (if she: burns the food, argues with him, goes out without telling him, neglects the children or refuses to have sexual intercourse with him).
It could be suggested that physical abuse would more likely be interpreted as threatening in a society, where it is uncommon compared to a society, where it is a common child rearing practice like Uganda. The understanding of what constitutes physical abuse in the various cultural contexts could hence explain both the relatively low reported frequency rates of physical abuse compared to other studies conducted in Uganda (simply because it is not viewed as abuse) but could also account for the difference between European samples and African samples in regards to subsequent development of PTSD. Of course, a more simple explanation could be that the severity of the maltreatment was less (starting later in life, lasting shorter, with few injuries). While logically reasonable, the abovementioned, well-documented reports give a picture of severe physical abuse (often combined with denial of food) as common means of upbringing children in Uganda.
Bullying has rarely been examined with regards to its relationship with PTSD. The few studies that have been conducted yield results that suggest that bullying although not in line with the DSM criteria for PTSD does significantly increase the risk of a PTSD diagnosis. In a Norwegian national sample of 8 th and 9 th graders it was found that 27.6% of boys and 40% of boys who had been bullied met criteria for PTSD [51] . Bullying could be perceived as more threatening in Uganda than in Europe due to the emphasis placed on family and group for survival. Hence alienation from a peer group could pose a greater threat to a Ugandan child than it would to children in more pluralistic societies. In line with this, Cluver et al. [52] , in a study of 1050 children in deprived neighborhoods in South Africa, found that children victimized at home or in the community were at higher risk for being bullied. In light of these findings it is assumed that bullying is more likely to be perceived as a threat, as the majority of the bullied are already victimized.
Traffic accidents are quite often reported both as direct and indirect event and they were surprisingly associated with less PTSD in the Ugandan adolescents. Indeed, previous research finds that traffic accidents are less likely to precipitate PTSD compared to interpersonal and volatile traumas [53] [54] . The reason that at traffic accidents had this relationship with the subsequent development of PTSD in the Ugandan sample is not known. Maybe traffic accidents are associated with having more material resources or eliciting more social support because of the visibility and acceptability of this type of trauma compared to interpersonal traumas. Another explanation could be the lack of severity statements indicating how many times it has happened or the seriousness of the accident.
Surprisingly, rape was not significantly related to a PTSD diagnosis in the Ugandan sample, but sexual abuse was and indirect exposure to rape was. As for physical abuse, it could be carefully argued that subjects from collectivistic and individualistic cultures will differ in their appraisal of events and this could account for some of the differences between the samples, also regarding rape. Physical abuse, however is a common occurring phenomenon that is believed to be a vital component in the upbringing of children, rape is of course not. Another explanation could be found in the gender roles. In the 2006 Mental Health Survey [50] , 26.3% of women between 15 and 19 years of age indicated that husbands were justified in using physical violence if the wife refused to have sexual intercourse with him. If this belief, that men are entitled to sex within a marriage, also transcends to partners or even friends, and in addition is an expression of a societal belief in men's right to sexual intercourse with women; this could elicit different appraisals of rape, affecting the subsequent development of PTSD.
In a study of 172 female victims of rape, assault and robbery, peritraumatic responses and their relation with perceived threat was examined [55] . It was found that rape victims elicited more feelings of betrayal, fear, detachment, humiliation, numbness and dreamlike states, compared to victims of assault or robbery. In addition, rape victims, more often than robbery/assault victims, begged, pleaded or cried, tried to reason with the perpetrator, tried to struggle, keep quiet and do what they were told. It is likely that Ugandan women, if they indeed hold the belief that males has, at least to some extent a right to sex (and the right to resort to violence when denied sex), will experience some of these feelings to a lesser extent, and will be less likely to try to plead for the perpetrator to stop. The study concluded that peritraumatic emotions and responses accounted for more of the perception of threat than trauma type, and that especially the peritraumatic emotions and responses of rape victims were related to perceived threat [55] . The peritraumatic response to rape may hence explain some of the perceived threat and therefore lack of PTSD. It is likely that different perceptions of rape, rooted in cultural beliefs, could then account for some of the differences of trauma exposures predictive value on PTSD.
Psychological Factors and Coping
In accordance with our hypotheses emotional coping, negative affectivity, and somatization were contributing to predict the variability of PTSD severity. Rational coping was significantly associated with negative affectivity, but not with PTSD, somatization, or emotional coping. Emotional coping correlated strongly with all symptom measures, with total number of both direct and indirect events, with lower level of parental education and few daily meals. In the final regression analysis negative affectivity stands out as a very strong factor. Negative affectivity or neuroticism is related to coping efforts in general because it is associated with a heightened experience of distress and threat [56] and therefore am increased need for coping [57] However, because neurotic persons are easily overwhelmed by stress, they are very likely to seek to avoid stressors and decrease discomfort. Strong positive associations between negative affectivity/neuroticism and emotional coping and less strong but still significant to rational coping is found in other studies [58] [59] .
Somatization is known to be a common state coexisting with PTSD. It is often consider a consequence of PTSD and to be associated with high levels of dissociation [60] . In a recent study [58] , PTSD severity failed to predict somatization after negative affectivity was controlled for. The authors suggested that one possibility is that negative affectivity mediates the effect of PTSD on somatization. In the current study, however, that both somatization and negative affectivity independently contributed to PTSD severity.
Cross Cultural Comparisons of Exposure to Traumatic Events and Development of PTSD
Little attention has been given to the role culture plays with regards to appraisal in the PTSD research but this study lends support to understanding the conceptualization of what constitutes a trauma in a broader way. The appraisal of a given trauma will differ from individual to individual, but culture will play a part in that appraisal [61] [62] and hence subsequent development of PTSD. A major gap in the literature pertains to the difference between individualistic versus collectivistic cultures and their reactions to both direct and, not least, indirect trauma exposure. It appears that other variables pertaining to the etiology and maintenance of PTSD symptoms are at play in this sample. Uganda represents a collectivistic culture which differs greatly from the individualistic in that the self-construct, in collectivistic cultures, is an interdependent entity and in individualistic cultures is perceived as an independent entity [63] . The Independent self-construct is defined by reference to internal thoughts, feelings and actions which are seen as independent variables and unique to the self. In contrast the interdependent selfconstruct is defined in reference to the connectedness to other people and as such, feelings thoughts and actions are determined and organized in relation to others and to situations.
Hence, the self-construct, in a collectivistic culture, is defined as a part of the group and the obligations to and needs of the group will be greater than to the individual. It could hence be argued that upon witnessing or hearing about a family member or close friends being exposed to a potentially traumatic event, would elicit greater distress, than it would actually experiencing it as the self-construct is more a product of the group rather than the individual. It could also be argued that a greater sense of guilt and failure would be elicited by indirect trauma exposure for an individual belonging to a collectivistic culture as opposed to an individual from an individualistic culture.
Where the differences in mean number of directly experienced events did not differ significantly between the European samples there was a significant difference with regards to exposure to indirect events between the samples. It hence seems that there is an association between number of indirectly experienced events and PTSD in the European studies-an association not present in the Ugandan study, as the hierarchical regression analysis demonstrates no effect of number of indirectly experienced events on PTSD in the final model. It could be speculated that the extent of direct exposure is so high in the Ugandan sample that the effect of indirect cumulative exposure is diminished.
Conclusions
As expected the Ugandan adolescents have experienced far more potentially traumatic events and negative life events than what has been documented in the similar European studies, subsequently there are also more PTSD cases. From the sample of 408 young Ugandans, 97.8% had been exposed to at least one potentially traumatic event and 37.7% met diagnostic criteria for PTSD and an additional 28.2% met a subclinical level. There was a significant gender difference with 30.5% of boys and 42.3% of girls meeting criteria. Female gender was also associated with higher levels of negative affect and somatization. Living without a parent was likewise a risk factor for exposure to negative life events, potentially traumatic events, PTSD and negative affect.
In general, the findings from the current study support findings from previous studies in other cultures and highlight the importance of appropriate coping skills and social support. Female gender, number of traumatic events, living with only one or no parent, somatization, negative affect and emotional coping were found to be associated with PTSD. Findings that were not in line with previous studies are the very few gender differences with regards to type of exposure with only rape, childhood neglect, and absence of a parent being experienced more by females than males. No single trauma had been experienced more often by males than females and no gender differences with regards to coping styles were found. It was also found, that specific potentially traumatic events, that normally holds great predictive value on PTSD, such as rape and physical abuse, did not yield similar results in the Ugandan sample. One explanation for this could relate to cognitive appraisals of these events.
The findings from this current research would seem to validate the application of the PTSD diagnosis in nonwestern countries. It may, however, lack some cultural sensitivity in the conceptualization of life threatening experiences and the list of traumatic events does not appear to be comprehensively enough to assess victimization in this Ugandan sample.
Among the implication of the study is that a high social priority should be given to children who are orphans or live with a single parent as their vulnerability stands out. It is also clear that Uganda is a country where many traumatic events and much violence have occurred and perhaps still is occurring resulting in high levels of trauma reactions. Pertaining community mental health, suicide prevention programs would be an investment as important as physical health. An important finding is the role of negative affectivity; in case a trauma focused intervention is not working well, one may consider focus on the negative affectivity itself to reduce post-trauma sequelae.
Limitations
The current study has number of limitations. The study is based on students self-reports, which could produce some response bias in regards to the students ability to be factual and honest and their willingness to remember painful events. Willis and Gonzales [64] have, however, shown that recognition in comparison with recall is less distressing when reporting a stressful event. The students were sitting very close to each other in the classrooms and this may have led to underreporting of events that represent some taboo in the Ugandan culture. It should also be noted that abortion as well as suicide are criminal offences in Uganda which could lead to underreport.
In order to facilitate a cross cultural comparison this study is a replica of studies carried out in European populations. Only 38.6% of males and 33.3% of females are enrolled in secondary education thus leaving out the vast majority of young Ugandans not enrolled in the school system. Because of language difficulties the data was gathered in three major cities, thus leaving out smaller cities and the large rural population. Despite the grade level, a compensatory, supportive data collection approach was applied. It would also be expected that cultural differences would make the list of 20 potentially traumatic events incomprehensive. There are widespread beliefs in witchcraft and possession by demonic powers in Uganda and exposure to these sorts of events could have been included in the list of potentially traumatic events. Indeed one of the subjects noted, in the comment section on the final page of the questionnaire that she believed to have been bewitched by her stepmother and as a consequence suffered from hallucinations at night.
Additionally, in the comment section on the final page, some of the children disclosed trauma exposure directly pertaining to lack of resources such as having to steal in order to eat or having to exchange sexual favors for school fees. This demonstrates that not only culture, but also living conditions necessitates a revision of Western produced trauma lists. These sorts of "self-inflicted" or "necessary" traumas are suspected to be almost exclusive to low-income countries and its associations with PTSD are, to our knowledge, not examined.
Another limitation of the study design is that it does not ask how many times a specific potentially traumatic event has happened. This would be relevant information in all the studies, but especially for the Ugandan sample where the frequency rates are so high, that it would be expected that the majority of the students have experienced the same potentially traumatic event more than once. In addition, it may have revealed gender differences to exposure. Finally, the measure of indirect exposure covers both witnessing, hearing of, or knowing someone who has been exposed. It is highly unlikely that the same response will be elicited upon witnessing versus hearing about a rape and makes it difficult to compare and analyze data with regards to the impact of indirect events on PTSD.
